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This was a federal home health complaint
investigation.

Complaint #: IN00140615- Unsubstantiated:
Lack of sufficient evidence.

Survey date: January 13, 2014
Facility #: 003757
Surveyor: Miriam Bennett, RN, BSN, PHNS

Maxim Healthcare Services, Inc. is in compliance
with 42 CFR 484.18 as related to this complaint.
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